The number of opioid-related deaths in Ontario is rising, and remote First Nations communities face unique challenges in providing treatment for opioid use disorder. Geographic barriers and resource shortages limit access to opioid agonist therapy, such as buprenorphine or methadone. However, attempts to rapidly expand access have the potential to overlook community consultation. Our experience in Moose Factory, Ontario, offers insight into the ethical questions and challenges that can arise when implementing opioid agonist therapy in Northern Ontario and provides an example of how a community working group can strengthen relationships and create a culturally relevant program. We call on medical regulators and the provincial and federal governments to invest in community-based opioid dependence treatment programs that incorporate cultural and land-based healing strategies and draw on First Nations teachings.
Introduction
Opioid use is responsible for an increasing number of deaths in Ontario: nearly 1 in 8 deaths in individuals aged 25 to 34 was opioid-related in 2010 (Gomes et al., 2014) . The rates of opioid use are disproportionately high in Northern Ontario (Kelly et al., 2014; Resolution 09/92, 2009 ) and access to first-line treatment is limited (Mamakwa et al., 2017) . The rise in opioid use and overdose deaths in Ontario has been partly attributed to the introduction of oxycodone and its addition to the public formulary (Dhalla et al., 2009) . The burden of the current crisis therefore lies on the shoulders of physicians, government, and big pharma. For those who have suffered, it is little consolation that Purdue Pharma, the maker of OxyContin, settled a recent class action lawsuit, highlighting their role in the crisis.and the disruption of family and cultural ties, along with widespread trauma from the residential school system, have created insufferable pain across generations. Opioid use can provide momentary relief from this suffering, driving some to selfmedicate to numb the pain (Assembly of First Nations, 2011). Unfortunately, despite good intentions in prescribing, it is physicians, often settlers in Canada, who bear the brunt of the responsibility for introducing opioids into First Nations communities.
As alarms continue to sound across Ontario calling for urgent solutions to this crisis, resource shortages persist, preventing uniform access to treatment (Mamakwa et al., 2017) . There are opportunities for expansion of opioid agonist therapy through telemedicine; however, meaningful culturalbased programs are often out of reach. Furthermore, the idea of introducing opioid agonist treatments is fraught with stigma, safety concerns, and questions about physician intention and long-term consequence.
Treating opioid use disorder
Opioid use disorder can be treated using an abstinencebased approach or the long-acting opioid agonists, methadone and buprenorphine. There is strong evidence that treatment with methadone and buprenorphine is associated with higher treatment retention rates and markedly reduced opioid use, compared to abstinence-based approaches (Srivastava et al., 2017) .
Buprenorphine is as effective as methadone in reducing illicit opioid use when dosed appropriately (Mattick et al., 2014) and has many advantages. Any family physician can prescribe buprenorphine in Ontario, whereas methadone requires a special exemption and is not accessible in many rural regions. Buprenorphine is also safer than methadone and is implicated in fewer overdose deaths (Kimber et al., 2015) .
Community-based buprenorphine programs have been implemented in several First Nations in Ontario with positive results. In one community, the introduction of a program that combined buprenorphine with First Nations healing strategies was associated with dramatic reductions in police criminal charges and child protection cases, along with increased school attendance and immunization rates (Kanate et al., 2015) . The experience of six communitybased buprenorphine programs in Northwestern Ontario is also promising, with high treatment retention rates (over 70% at 18 months) and negative urine drug screens for illicit opioids in most patients (84 to 95%) (Mamakwa et al., 2017) . These programs were community-driven and some included counseling and land-based aftercare.
Despite these successes, underfunding and inadequate support for culturally based, trauma-focused programming prevents many First Nations communities from moving forward with opioid use disorder treatment (Mamakwa et al., 2017) . The broader historic underfunding of addiction treatment in Ontario arguably reflects inadequate government prioritization of this important public health concern and widespread stigma towards drug use.
Community experience in Northeastern Ontario
In 2009, the Northwestern Ontario First Nations chiefs declared a state of emergency in response to the significant social, health, and economic consequences of prescription drug abuse (Resolution 09/92, 2009) .
Moose Factory is a remote, predominantly First Nations community in Northeastern Ontario, which faced similar challenges. The Weeneebayko Area Health Authority provides the majority of health services. Exact rates of opioid use and overdose are unknown; however, regional 2015 data suggested that 28% of new admissions for substance use treatment involved prescription opioids (Rush et al., 2016) .
Moose Factory faces barriers to health care access, similar to other remote communities. Road access is seasonal and health care provider shortages exist. Opioid use disorder treatment options were previously limited because methadone and buprenorphine were not available locally and the closest withdrawal management facility is hundreds of kilometres away, accessible only by train or airplane. The island of Moose Factory includes the Moose Cree First Nation and MoCreebec Eeyoud Council. The community has a hospital and pharmacy, meaning that opioid agonist therapy can be delivered in a manner similar to urban centres, but carries the complexities of an isolated community with distinct cultural considerations.
In 2015, a single physician started prescribing buprenorphine/naloxone locally, without adequate resources for formal programming or supports. The introduction of buprenorphine/naloxone in Moose Factory led to predictably positive outcomes for many individual patients, who were able to reduce their opioid use and regain family, education, or occupational function. However, its introduction also led to much concern and debate at the community level, with the following questions arising: Community members were justifiably suspicious of opioid agonist therapy, given that physicians were implicated in the decade of rising opioid prescriptions that preceded the crisis. In the absence of comprehensive education and partnership, buprenorphine treatment carried significant stigma, even among local health professionals, with misinformation informing the concerns above.
It was important to openly address these questions through public discussions and education. Community members were reassured that local physicians were not remunerated for buprenorphine prescribing and information on its efficacy was shared. It was also acknowledged that some buprenorphine/naloxone diversion and abuse was occurring, that there are potential harms to any pharmacotherapy, and that gaps exist in the literature on cultural-based treatment methods for opioid use disorder.
In order to improve care for those suffering from opioid use disorder and bridge the divide between the community and prescribers in Moose Factory, we created a community working group in 2016. The group included community nurses, mental health workers, traditional healers, police and probation officers, physicians, and hospital administrative staff. It united members of the Moose Cree First Nation, MoCreebec Eeyoud Council, and Weeneebayko Area Health Authority, creating a space to strengthen alliances between First Nations' and provincial health services.
The working group identified early on that community input was lacking and that an ideal program would address emotional, physical, mental, and spiritual elements of addiction. It was felt that the group's efforts should give a voice to the pain and injustice experienced by Indigenous peoples by recognizing their path traveled.
The community working group met monthly for a year and devised local guidelines for buprenorphine therapy through a consensus-based process. These guidelines were ultimately supported through a Band Council Resolution from the Moose Cree First Nation and implemented by local health care providers.
The resulting buprenorphine treatment program contains unique community-driven elements, including 4 months of directly observed therapy, special exceptions for land-based activities or hunting, and participation in counseling or traditional healing. In cases where the community working group's preferences diverged from the existing medical literature or expert opinions, the working group's recommendations were implemented. Efforts were made to reduce stigma related to drug use and buprenorphine treatment, including community presentations and education.
Formal evaluation of the program is pending; however, our clinical experience suggests high treatment retention rates and low rates of illicit opioid use. There have been challenges related to health care provider capacity, patients perceiving differential treatment due to multiple prescribers, ongoing community concerns about the safety of long-term buprenorphine therapy, and limited resources to implement land-based programs. The community working group provides space to address these issues and further coordinate services funded by the First Nations and various levels of government.
The greatest strength of the program is perhaps the inspiration provided by the patients, community members, and providers, who together share a vision of treatment that is culturally focused and aims to recreate ties within families, schools, workplaces, and with the land.
Conclusion
Our experiences in a remote Northern Ontario community demonstrate the strength and opportunities arising from collaboration between a local hospital, community members, and First Nations. This model, applied to a treatment program for opioid use disorder, provides a bridge between the academic literature and traditional teachings, recognizing that there are limits in applying the existing scientific evidence in this unique context. Our efforts were constrained by significant human resource, funding, and social service shortfalls in the region, so important local cultural-based treatment modalities such as land-based therapy are missing from the program.
Call to action
Health care providers and researchers have called for medical regulators and the provincial and federal governments to empower and sustainably invest in community-based buprenorphine treatment initiatives (Mamakwa et al., 2017) . It is critical for First Nations leaders to lead this planning. We call on all levels of government to invest in support and evaluation of cultural-based programs of priority to First Nations, to improve access to traditional or cultural-based medicine as a complement to Western approaches. We expect that this will encourage healing and empowerment amid the opioid crisis in Northern Ontario.
